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Abstract 

Purpose:  Mental health care transitions are increasingly prioritized given their potential to optimize care delivery and 
patient outcomes, especially those focused on the transition from inpatient to outpatient mental health care. How-
ever, limited efforts to date characterize such mental health transition practices, especially those spanning multiple 
service setting contexts. Examination of key influences of inpatient to outpatient mental health care transitions across 
care contexts is needed to inform ongoing and future efforts to improve mental health care transitions. The current 
work aims to characterize multilevel influences of mental health care transitions across three United States-based 
mental health system contexts.

Methods:  A comparative multiple case study design was used to characterize transition practices within the litera-
ture examining children’s, non-VA adult, and VA adult service contexts. Andersen’s (1995) Behavioral Health Service 
Use Model was applied to identify and characterize relevant distinct and common domains of focus in care transitions 
across systems.

Results:  Several key influences to mental health care transitions were identified spanning the environmental, individ-
ual, and health behavior domains, including: community capacity or availability, cross-system or agency collaboration, 
provider training and experience related to mental health care transitions, client care experience and expectations, 
and client clinical characteristics or complexity.

Conclusions:  Synthesis illustrated several common factors across system contexts as well as unique factors for 
further consideration. Our findings inform key considerations and recommendations for ongoing and future efforts 
aiming to plan, expand, and better support mental health care transitions. These include timely information sharing, 
enhanced care coordination and cross setting and provider communication, continued provider/client education, 
and appropriate tailoring of services to improve mental health care transitions.
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Introduction
Mental health care systems have recognized the need to 
prioritize individuals’ care transition between health care 
levels and/or settings [1, 2]. Mental health conditions 

affect 46.6% of the U.S. population during their lives and 
26.6% in any given year [3], often necessitating a higher 
level of care such as inpatient hospitalization. The num-
ber of inpatient hospitalizations related to mental health 
problems is growing, with a 17% increase from 2014 to 
2018 and a larger increase than those observed for higher 
than non-mental health hospitalizations [4]. Further, the 
presence of mental health conditions, especially in youth, 
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as well as those necessitating more intensive care such 
as inpatient care across the age span are associated with 
poor lifetime outcomes [5–8]. Together, these point to 
the need for targeted efforts to facilitate successful link-
age between levels or types of care such as inpatient to 
outpatient care to prevent rehospitalization and improve 
outcomes for this high priority population. While care 
transition interventions, or those aimed at facilitating 
the transition from one type or level of care to another 
(e.g., emergency room to psychiatric inpatient unit, inpa-
tient to outpatient), are being increasingly tested for gen-
eral medical populations, few interventions specifically 
target mental health [9]. Those that do focus on mental 
health care transition practices are increasingly focused 
on improving inpatient to outpatient transitions [10, 11]. 
The current work aims to characterize multilevel influ-
ences of inpatient to outpatient mental health care transi-
tions in service of informing ongoing and future efforts 
targeting improved mental health care transitions.

Outcomes of poor care transitions
Poor transition between care levels or settings such 
as inpatient to outpatient are common and known to 
heighten risks of treatment disruption, nonadherence, 
service disengagement, hospital readmission, and wors-
ening of symptoms [9, 12–14]. Connection to outpatient 
care within seven days of discharge is a widely accepted 
indicator of the quality of inpatient to outpatient tran-
sition; yet this connection is made for less than half of 
discharged patients within the United States (U.S.) [15]. 
Although initiation of, or initial attendance at, aftercare 
is a indicator of successful care transition, it is not a suffi-
cient predictor of care transition outcomes. For example, 
among youth who make successful post-transition con-
tact, limited engagement and attrition following initial 
or intake appointments is common [16]. Further, a poor 
transition experience is known to predict future care dis-
engagement [12, 17]. Thus, successful transitions entail 
ongoing engagement and care utilization to optimize 
care outcomes for this population.

The need for targeted mental health care transition efforts
There is a large literature underscoring the need for 
targeted transition practices, especially mental health 
focused practices, that meet individual needs and are 
synergistic with broader service systems (e.g., health 
care, educational, vocational) and health policy contexts 
[12, 17, 18]. Detailed within this literature are the mul-
tifaceted and multilevel, or those that span the multiple 
aspects of the care experience, determinants of transi-
tions. Personal or patient level factors (e.g.,  care experi-
ence, attitudes, preparedness, knowledge or self-efficacy 
regarding mental health) greatly influence mental health 

care transitions [12, 17, 19]. Similarly, provider factors 
(e.g., provider training, experience, communication or 
collaboration practices) or broader service setting or con-
text factors (e.g., differences in organizational culture or 
practices between care settings, existence of transition 
practices or processes, laws or funding, regional loca-
tion) are all known to influence care transition [12, 20–
22]. Importantly, these determinants are often dynamic, 
interactive, and contextualized. This is reflected in theo-
ries used to characterize health services utilization, 
including Andersen’s (1995) well-known Model of Behav-
ioral Health Service Use and Munson and colleagues’ 
(2012) more recent Mental Health Service Utilization 
theory detailing the multilevel contextual factors, includ-
ing both time variant and static factors, that influence 
mental health service among adults [23].

Despite the large extant literature focused on men-
tal health transitions and pathways to care, much of 
this work focuses on examining transition to mental 
health more generally or transitions practices for spe-
cific diagnoses, age groups, or care contexts, with lim-
ited emphasis to date explicitly focused on the transition 
from inpatient to outpatient mental health care. In youth, 
for example, there are significant efforts to characterize 
determinants and improve the transition from child to 
adult mental health services [17, 19, 21, 24–26] as well as 
youth pathways to mental health care more generally (e.g. 
[27–29]). Those studies specifically focused on the tran-
sition from inpatient mental health care in youth largely 
target school transitions, with limited emphasis on the 
transition to non-school based mental health services 
[30, 31]. For adults, many of these studies focus on tran-
sitions between general medical settings, or transitions 
between mental health care settings [9]. While taking 
a whole-person orientation that is inclusive of an indi-
vidual’s physical and mental health is encouraged [9, 32], 
few studies examine care transitions within the inpatient 
to outpatient mental health context span across broader 
multi-services settings contexts. Without such broader 
considerations, it is difficult to understand the relevant 
factors that impact transition practices overall, and also 
to determine ways in which transition practices in one 
context can be informed by efforts to account for particu-
lar relevant factors within other contexts.

The current study
To start addressing this knowledge gap, this perspective 
piece examines examples of transitions in mental health 
care across types and/or levels of care such as inpatient 
to outpatient spanning three system contexts within U.S. 
Specifically, the child, adult [not specific to military vet-
erans receiving care from the Department of Veterans 
Affairs (VA); henceforth “non-VA adult”], and adult VA 
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service system contexts were targeted to identify charac-
teristics of individual, provider, care setting, health care 
system, and policy-level considerations that shape their 
respective care transition practices. We chose these three 
health care system contexts to compare as they represent 
three major health care systems wherein a large propor-
tion of the U.S. population engaged in mental health 
care receive treatment. Additionally, these contexts tar-
get substantially distinct populations, and are subject to 
different policies and structures. For example, the dis-
tributed provision of mental health care across multi-
ple child-specific settings (e.g., education, child welfare) 
drives the different organizational or contextual factors 
influential of child compared to adult mental health care 
systems [33, 34]. For the adult population, the largely pri-
vatized health care system operates differently from the 
nationalized health care system within the VA [35]. The 
networks and policies that shape the private health care 
sector are distinct from those that impact the nationally 
integrated and publicly-funded VA system, and individu-
als receiving services from non-VA and VA systems dif-
fer significantly in both health (mental and physical) and 
socioeconomic status [36]. These differences between 
the child, non-VA adult, and VA adult mental health care 
render their contexts as meaningful comparative settings 
in which to examine diverse variations and overlaps in 
care transitions considerations across three systems that 
deliver mental health services to a nation’s population.

We structure this examination as a comparative mul-
tiple case study [37] of the different health system con-
texts, as curated by our team of authors who are active 
mental health care researchers, including with an empha-
sis on transition practices. This work’s aim was to char-
acterize multilevel influences on transitions across 
mental health care type or levels by examining examples 
of transitions in different system contexts. The purpose 
of choosing a multiple case study approach was to gener-
ate an in-depth, multifaceted understanding of the multi-
level influences on transitions. The nature of the inquiry 

was thus purposely broad, with the goal of serving as an 
initial step towards elucidating the directions that future 
investigations ought to pursue. Accordingly, the research 
aim called for observing the status of care transitions 
considerations across various settings and populations, 
addressable through the case study research method that 
focuses on exploring a contemporary phenomenon [37]. 
Therefore, we structured our work as a comparative mul-
tiple case study that follows a purposeful sampling strat-
egy, which methodically draws on researcher expertise 
and experiences to select insightful cases that facilitate 
identification and understanding of commonalities and 
heterogeneities [38] regarding mental health care tran-
sitions across different system contexts. We restricted 
our focus to U.S.-based service settings within given the 
unique service context (e.g., presence of the V.A., non-
centralized healthcare system); however, we feel this 
comparative case study has implications within the U.S. 
and beyond. Further, although it is outside the scope of 
the current review to include review the extant literature 
characterizing broader mental health care transitions 
(e.g., child to adult mental health services, general path-
ways to mental health care) given our explicit focus on 
inpatient to outpatient transitions, we refer this to help 
contextualize our current findings. We conceptually align 
the discussion to the Model of Behavioral Health Service 
Use (See Fig.  1) [39]. Specifically, we characterized dis-
tinct and common aspects of care transitions, as well as 
their causes (when available), across the different systems 
to domains detailed in the Behavioral Health Service Use 
Model. Based on noticed trends, we offer recommenda-
tions for the field on key considerations for efforts aiming 
to plan, expand, and better support mental health care 
transitions.

Methods
We structured the examination of care transitions for 
mental health care across child, non-VA adult, and adult 
VA service system contexts as a comparative multiple 

Fig. 1  Anderson’s (1995) model of behavioral health service
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case study [37]. Guided by the Behavioral Health Ser-
vice Use Model [39] we focused on specifying the mul-
tiple influence domains on respective care transition 
practices, including system’s environment (e.g., health 
care system, external environment), population charac-
teristics (e.g., predisposing characteristics, need), and 
health behaviors (e.g., personal health practices, service 
use). This model was selected given its utility and wide 
spread use to help frame and understand relevant factors 
of behavioral health service use. The Behavioral Health 
Service Use Model also details the interconnected nature 
of specified factors, which appropriately reflects the 
interrelatedness common among factors of care transi-
tion, further supporting our application of this model 
(See Fig. 1). We applied this model to guide service factor 
identification and reporting across the three service set-
tings of interest. We also extended this model to account 
for additional ecological levels (e.g., community and pol-
icy, organizational, interpersonal) known to impact the 
services landscape [40]. Informed by current multiple 
case study methodology, we applied explicit study tac-
tics toward establishing our specifications (identifying 
appropriate domains of focus, uncovering non-spurious 
relationships, defining the domain of generalizability, and 
ensuring the reliability of the study) through each of the 
data collection and data analysis phases of the study [37]. 
Additionally, we consulted health services experts with 
experience applying similar methodologies and leading 
similar reviews regarding our study design, fidelity to the 
comparative multiple case study approach, face validity 
of resulting interpretations, and approaches to further 
minimize author biases.

Data collection
We employed the study tactic of identifying appropri-
ate domains of focus by reviewing multiple sources of 
evidence. Guided by the Behavioral Health Service Use 
Model [39] and our collective research experience of the 
three mental health care systems, we first held a partic-
ipant-facilitated discussion [37] to document our prior 
research-based knowledge under the domains of indi-
vidual, provider, care setting, health care system, and 
policy-level considerations that shape each system’s care 
transition practices. Our participant-facilitated discus-
sions consisted of self-facilitated discussions among the 
authors that followed established meeting facilitation 
strategies [41, 42]. Consistent with the comparative mul-
tiple case study steps of honing the (i) question, (ii) prop-
ositions, (iii) units of analysis, (iv) logic linking data to the 
propositions, and (v) criteria for interpreting the findings 
[37], these discussions were used to hone the appropriate 
domains of focus. We did so by brainstorming and reach-
ing consensus to (i) purposively sample the literature to 

maximize variation in care transitions considerations 
across the three system contexts, (ii) consider the Behav-
ioral Health Service Use Model’s domains and subdo-
mains as elements to cover through the sampling, (iii) 
take individual published works to be the unit of analysis, 
(iv) align to the Behavioral Health Service Use Model to 
organize the collected data for explanation building, and 
(v) deliberate as a team to minimize individual author 
biases and maintain consistent data-to-interpretation 
across the three system contexts. To enable systematic 
documentation (and subsequent systematic analysis, 
as described below), we followed recommendations of 
Averill (2002)’s qualitative matrix analysis to organize the 
data from the discussion into an electronic spreadsheet-
based matrix [43].

Search and screening methods
We then conducted a literature review [37] of published 
studies that report on mental health care transition prac-
tices for each service system context, searching particu-
larly for studies that provide supportive or alternative 
perspectives on how care transition-relevant domains 
were characterized as of the participant-facilitated dis-
cussion. We added insights from each reviewed study 
to the spreadsheet-based matrix, associating each entry 
with the domain (column) and source from which it orig-
inated (row). We utilized an iterative process whereby 
we completed a broad literature search that was supple-
mented by a more focused or targeted literature search 
following a review of initial findings and themes that 
emerged across our three contexts of interest. The initial 
broad literature search aided the generation of key search 
terms related to inpatient to outpatient mental health 
care transitions used for study identification via elec-
tronic database search in the targeted literature search. 
We identified additional studies through backward 
and forward searches in pertinent and seminal articles. 
Authors independently screened articles for inclusion. 
We included articles if they were written in English, con-
ducted in the U.S., and reported on and pertained to one 
of the three service system contexts of interest in the cur-
rent study.

Data analysis
We employed the study tactic of uncovering non-spuri-
ous relationships by conducting pattern matching of col-
lected data (i) across data sources for each mental health 
care system context and (ii) across care system contexts 
[37]. Using the data matrix, we conducted a three-step 
thematic analysis of prevalent trends in characteristics 
associated with each transition-relevant domain across 
the data sources and care systems:
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1.	 We independently reviewed the data to identify 
emergent codes representative of the nature of the 
domains.

2.	 We conducted constant comparison combined with 
consensus-building discussions [37] to (i) refine the 
list of emergent codes and their definitions and (ii) 
assign finalized codes to the data.

3.	 We applied the Behavioral Health Service Use Model 
to formulate overarching themes based on reviewing 
the data associated with each code.

For results interpretation, we first continued the study 
tactic of uncovering non-spurious relationships by 
addressing potential rival explanations to our overarch-
ing themes. We held consensus-reaching discussions to 
specify the extent to which our collected and analyzed 
data are able to satisfactorily negate the rival explanations 
for each theme, methodically noting future investigations 
needed to support or alter the theme. We then defined 
the domain of generalizability by using replication logic 
involving the multiple sources from which the data origi-
nated. Namely, in interpreting the data, we kept in mind 
our targeted selection of data sources which could lead to 
illustrative inferences about key themes that are relevant 
to care transitions (and not statistical inferences about 
the identified themes’ prevalence) [44, 45].

To ensure the reliability of our data collection and 
analyses, we documented a detailed case study proto-
col and maintaining a thorough case study database. We 
organized the presentation of our findings by the spe-
cific corresponding component (in italics) as well as the 
broad domain (in parentheses) specified in the Behavio-
ral Health Service Use Model–environment, population 
characteristics and health behavior. For each component, 
the Results section below delineates aspects of care tran-
sitions across the child/adolescent, non-VA adult, and 
VA mental health care system contexts, to provide cross-
system knowledge that can inform future care transition 
planning.

Results
Children’s mental health service settings
Multiple factors emerged as relevant to transitions in 
children’s mental health care (see Table 1).

 Environment/influence (external environment)
Geographical characteristics influence care transition, 
with residing in rural areas or those characterized by 
lower SES or medium to high unemployment rates dem-
onstrated lower successful transition from inpatient care 
[46, 47]. Relatedly, community capacity and availability 
also impacts care transitions. Specifically, treatment in a 
psychiatric (versus general hospital) and higher volume 

of available general and specialty mental health provid-
ers such as psychiatry positively impacts aftercare or 
follow-up care decisions and usage while receiving care 
in larger healthcare facilitates and hospitals with higher 
Medicaid penetration negatively impacts follow-up [47]. 
The availability of peer specialists or peer support ser-
vices associated within the mental health catchment area 
also positively impacts care transitions, with data noting 
higher outpatient care usage and lower inpatient usage 
among areas with peer support services [48]. In terms 
of service provision policy and prioritization of suicide 
prevention, the recent prioritization and funding calls to 
address suicide prevention, with an emphasis to prevent 
the need for crisis and/or intensive services, contributes 
to a larger focus on improving care transitions for youth 
[49, 50].

Intra‑organizational or system characteristics (system of care 
environment)
Multiple service sectors and settings (e.g., educational, 
child welfare and juvenile justice) provide mental health 
care for youth [34], with most receiving multiple services 
spanning service sectors (e.g., school-based outpatient, 
medication management from pediatricians) [30]. The 
presence of an additional sector responsible for providing 
mental health services can impact successful care transi-
tion, including serving as a gatekeeper to services within 
and across sectors [33]. In particular, while these ser-
vices can be linked (e.g., contracts to enable community 
outpatient clinics or providers to provide school-based 
services), there is often limited integration of multiple 
services within and across sectors, which can impede care 
transitions for youth. The siloed nature of care, which 
describe most states’ funding and governance structure 
for children’s services, directly contributes to commu-
nication and collaboration challenges across service set-
tings [51]. This siloed care model also likely contributes 
to differing organizational practice culture, or beliefs 
and approaches to mental health treatment, that influ-
ence care transitions. For example, the culture within 
children’s mental health settings are often described as 
proactive, family oriented and inclusive that may be in 
contrast to the reactive, crisis management and primarily 
medical approach taken in hospital settings [25].

Both across and within system accessibility of services, 
issues related to infrastructure or capacity for cross 
organizational collaboration or communication also 
greatly impact care transition, including the ability to 
share medical or treatment records and coordinate care 
[52]. From a regulatory perspective, variations in relevant 
guidelines or policies (e.g., Health Insurance Portability 
and Accountability Act, Family Educational Rights and 
Privacy Act) significantly impact an organizations ability 
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Table 1  Comparison of care transition factors across children’s, adult, and VA Mental Health (MH) service contexts

Children’s MH Non-VA Adult MH VA MH
Domain Definition

Environmental/Influence
  External Environment

    1. Geographical Character-
istics

1. Characteristics location of 
where services are provided (e.g., 
urban vs. rural area, average soci-
oeconomic status of residents)

X X X

    2. Community Capacity and 
Availability

2. Local community availability 
and offering and/or capacity to 
provide services, including align-
ment with insurance model

X X X

    3. Service Provision Policy 3. Broader policies and legislation 
related to eligibility and service 
provision

X X X

    4. Prioritization of Suicide 
Prevention

4. Local or broader prioritiza-
tion of suicide prevention, both 
formally (e.g., policies, legislation) 
or informally (purveyor organiza-
tions, advocacy organizations)

X X

    5. Demand for MH Care 5. Current events driven changes 
in demand for mental health care 
(e.g. military conflicts)

X

  Systems of Care

  1. Integration of Multiple 
Services Within and Across 
Sectors

1. The extent to which there is 
integration within and across 
multiple sectors of care (e.g., 
mental health and addiction, 
family and social services, cor-
rections, education) serving the 
same patient population, in terms 
of policies, infrastructure, and 
processes.

X X X

  2. Focus on Recovery 2. Prioritization or implementa-
tion of recovery-oriented care in 
addition to crisis services

X

  3. Availability of Diverse Treat-
ment Modalities

3. Availability and/or capacity to 
provide diverse services within 
the health care system

X X

  4. Within System Accessibility 
of Services

4. Accessibility of services 
between agencies or providers 
within a care system

X X X

  5. Organizational Practice 
Culture

5. Organizational service provision 
or practice models or culture

X X

Population Characteristics
  Provider Characteristics

    1. Training and Knowledge 1. Prior experience with formal or 
informal training and/or knowl-
edge regarding mental health 
and mental health care transitions

X X

    2. Experience 2. Prior service provision experi-
ence including experience with 
various service types, agencies, 
an/or other providers and clients

X

    3. Attitude and Beliefs 3. Attitudes and beliefs related to 
mental health and mental health 
service provision

X

    4. Interprofessional Col-
laboration

4. Experience and/or prefer-
ence specific to collaboration 
with other professionals and/or 
disciplines

X X
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Table 1  (continued)

Children’s MH Non-VA Adult MH VA MH
Domain Definition

Client/Patient Characteristics

  1. Functioning Level and 
Symptoms

1. Level of functioning, present-
ing symptoms, presence of 
co-occurring conditions, clinical 
complexity, and/or service needs

X X X

  2. Race/Ethnicity 2. Race and/or ethnicity status X X

  3. Resources and/or Social 
Support

3. Available resources and/or 
supports (e.g., SES, social support 
networks)

X X

  4. Age 4. Age as it relates to receipt or 
access to services, including 
age-related transitions between 
systems of care

X X X

  5. Gender 5. Gender as it relates to receipt or 
access to services

X

  6. Homelessness 7. Housing status or access to 
housing

X X

  7. Involvement in multiple 
systems of care

8. Receiving care from, and which 
from more than one system of 
care

X X X

  8. Insurance Status 9. Current insurance type, ben-
efits, and/or status

X X

  9. Attitudes and Beliefs 10. Attitudes and beliefs related 
to mental health and mental 
health services

X

Caregiver Characteristics

  1. Caregiver Perceptions & 
Experience

1. Prior service provision experi-
ence with services, including 
various service types, agencies, 
providers

X

  2. Caregiver Psychosocial 
Factors

2. Factors related to functioning, 
symptoms and/or characteristics

X

Health Behavior
  Client/Patient Health Prac-

tices

    1. Engagement in Care 1. History of and/or current 
engagement in services, 
including care attendance and 
participation

X X X

    2. Medication Adherence/
Compliance

2. Adherence or compliance to 
care recommendations and plans

X X

    3. Report of Symptoms 3. Tendency to under or over 
report current symptoms or 
functioning

X

    4. Substance Use 4. Use of substances X X X

    5. Expectations or Readiness 
for Care

5. Expectation and/or readiness 
for care

X X X

Use of Health Services

  1. High Relapse Rates 1. Rates of relapse and impact on 
service needs and usage

X X

  2. Focused Care for Posttrau-
matic Stress Disorder

2. Availability/utilization of care 
specifically targeting trauma 
related symptoms

X
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to share patient records across systems. Consistency in 
record management systems also impacts the logistics 
of record sharing, with common systems (e.g., sharing 
the same electronic health record system) aiding and 
differences (e.g., electronic versus paper) impeding this 
process.

Provider characteristics (presdisposing 
characteristics‑provider)
Highlighting the role of interprofessional collaboration, 
shared goals, communication, and collaboration, or lack 
thereof, across service providers greatly impacts consist-
ency and successful transition between levels of mental 
health care [52–55]. Recent findings suggest that com-
munications between hospital staff and outpatient pro-
viders occur less than half the time; when it does occur, 
confusion or challenges regarding who to include in post-
discharge communications and follow-up often excludes 
key providers from these communications [56].

 Population characteristics (predisposing 
characteristics‑client/patient)
 In terms of client functioning level and symptoms, higher 
client problem behaviors or family dysfunction as well as 
the presence of co-occurring chronic medical and sub-
stance use conditions limits successful transition and 
aftercare usage [47, 52, 57]. The presence of substance 
use disorders or developmental conditions such as autism 
spectrum disorder has unique implications for access 
and receipt of outpatient mental health care compared 
to inpatient psychiatric services, which greatly impacts 
aftercare options and availability [57–59]. This speaks to 
the impact of involvement in multiple systems of care and 
how diffusion of care often obfuscates the primary pro-
vider or system responsible for providing mental health 
care. Further, these challenges stem from the distributed 
or siloed nature of service and diffusion in care respon-
sibilities across care sectors as well as local capacity and 
availability of appropriate care options.

Additional non-clinical factors are associated with 
post-hospitalization aftercare and outpatient service 
usage, such that older age and specific insurance type 
(e.g., having public versus private insurance) have impli-
cations for transitions [47, 57, 60]. Youth also face mul-
tiple age-related care transitions in care (e.g., from child 
to adult). Significant barriers and frustration surrounding 
this transition are well documented in the U.S., similar to 
those noted worldwide [17, 20] and serve to compound 
inpatient-to-outpatient care transitions, including issues 
related to eligibility and identification of outpatient 
services appropriate for youth during this transition 
time. Turning to race/ethnicity, youth from minority 

backgrounds are less likely to utilize and be referred to 
community-based or school-based mental health ser-
vices, and often provided referrals for other treatment 
options such as residential treatment instead [46, 57, 61].

Unique to the child mental health setting, the pres-
ence of caregiver related characteristics impact children’s 
mental health care transitions. Caregiver perceptions 
regarding community social supports and current fam-
ily functioning, prior experience and satisfaction with the 
children’s mental health and associated systems all influ-
ence a child’s care transitions [30, 62]. Caregiver psycho-
social factors are also important, with caregiver strain, 
fewer mental health symptoms, higher sense of empow-
erment, coping and self-efficacy predictors of increased 
participation in care transition [30, 55].

Health behaviors (client/patient health practices)
Youth with prior history of engagement in care, espe-
cially a recent care episode, utilize more outpatient care 
use following an inpatient stay [46, 47, 57]. As alluded 
to above, a history of substance use is associated with a 
lower likelihood of successful access and receipt of out-
patient mental health car [47, 57]. Although there is scant 
literature assessing youth expectations for care, caregiver 
perceptions and/or expectations for care are known pre-
dictors of care transitions, as discussed above.

Non‑VA adult mental health service settings
While numerous models exist for addressing transitions 
in care in the non-VA adult service system context, few 
have been reported that are specifically focused on tran-
sitions for the treatment of mental health concerns [63]. 
Rather, models for addressing transitions in care typically 
focus on the general medical patient population, and/or 
encourage care coordination efforts and transition efforts 
take a holistic approach to patient health and well-being 
that may include mental health together with general 
medical health. As a result, characteristics impacting 
transitions in care for mental health concerns in the non-
VA adult service system context were often interwoven 
with multilevel factors influencing general medical health 
and healthcare (see Table 1).

 Environment/influence (external environment)
Related to geographical characteristics and community 
capacity and availability, location differences and com-
munity characteristics pertaining to the availability of 
resources appeared most frequently [64]. As part of the 
Affordable Care Act, Congress directed the Centers for 
Medicare and Medicaid Services to penalize hospitals 
with poor 30-day readmission rates. This law triggered 
the investment of substantial resources in finding solu-
tions to improving readmission rates. A growing body of 
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evidence suggests that the primary drivers of variability 
in 30-day readmission rates are resources of the com-
munity in which the hospital is located [65]. The cost of 
care, distance from nearest provider, availability of pro-
viders accepting Medicare were frequently reported 
characteristics impacting transitions in mental health 
care [66–69]. The market share, or penetration, of health 
maintenance organizations in a defined community has a 
demonstrated relationship with transitions in care [69]. A 
positive relationship between health maintenance organi-
zation penetration on mental health service use among 
those with insurance has been found [70]. Geographic 
variations in the supply of providers have also been 
linked with long-term continuity of care [71].

Intra‑organizational or system characteristics (systems 
of care environment)
For Medicare beneficiaries, psychiatric hospitals had lower 
follow-up rates than general hospitals, system-affiliated 
hospitals had lower follow-up rates than unaffiliated hos-
pitals, and nonprofit hospitals had higher follow-up than 
public and for-profit hospitals [72]. Related to integration 
of multiple services within and across sectors, the pres-
ence of characteristics to facilitate coordinated and/or col-
laborative care within the health care system has also been 
linked to improved transitions in care [63, 73]. Core ele-
ments for a health care system include the use of data to 
identify patients at greatest risk, shared access to patient 
health records, authentic engagement of patient/family in 
treatment planning, clearly defined transition pathways, 
dedicated care staff to direct care transitions, and shared 
accountability for meeting quality expectations. The pres-
ence of discharge planning processes such that an initial, 
and timely, outpatient visit following discharge is scheduled 
has been associated with successful follow-up and reduced 
rehospitalization, even among patients at highest risk for 
unsuccessful care transitions [73–76]. The availability and 
provision of language-compatible services for non-English 
speakers has also been shown to predict service engagement 
including that following hospitalization [77]. Finally, the 
duration of case management intervention has been shown 
to predict successful care transitions such that shorter inter-
ventions served as a barrier to successful follow-up [75].

Population characteristics (predisposing 
characteristics‑provider)
The literature regarding provider characteristics that 
influence transitions in mental health care in the non-
VA adult service system context is sparse. However, pro-
vider knowledge and understanding has demonstrated 
impacts on transitions in mental health care. Care tran-
sition interventions had varying effectiveness dependent 
on the behaviors, opinions, affect, and education of staff 

delivering the interventions [73]. Provider competencies 
for navigating the service system and knowledge of com-
plementary job tasks and functions of relevant providers 
involved in treatment can influence quality of care transi-
tions [78, 79]. In addition to providing staff with adequate 
training on care transitions, willingness of staff to adapt 
and exhibit flexibility was also seen as key [73].

 Population characteristics (predisposing 
characteristics‑client/patient)
Regarding  functioning level and symptoms, increased 
patient complexity and/or the presence of multimor-
bidities/medical comorbidities are commonly reported 
as negatively impacting transitions in mental health 
care [63, 80, 81]. Age influences transitions in care, with 
elder people being at higher risk of hospital readmis-
sions than the general population [82]. Patient knowl-
edge/awareness [63], as well as attitudes and beliefs, in 
particular stigma/negative beliefs about mental health 
[66, 83] predict transitions in mental health care. In 
terms of resources and/or social support, income [63], 
education [80], and employment [80] have all been 
shown to be positively related to follow-up care. Racial 
and ethnic minorities have poorer quality and access to 
behavioral health care even when they have adequate 
insurance [84]. Inconsistencies between studies were 
found regarding racial and/or ethnic differences in hos-
pital readmission rates, though most show greater odds 
of readmission for white patients [85–87]. While many 
studies have shown a protective relationship between 
timely discharge with rehospitalization, this relation-
ship does not exist for homeless patients [74]. Thirty day 
follow-up rates post-discharge among patients insured 
with Medicare is approximately 56% compared to 77% 
among patients with commercial insurance plans [88]. 
A history of mental health service use was another sig-
nificant predictor of follow-up [80]. Hospital length of 
stay was also negatively related to readmission, such that 
there was a protective role of length of stays higher than 
28 days [64, 85, 89].

Health behavior (client/patient health practices)
Little research exists regarding patient health behaviors 
that impact transitions in care for non-VA adults. Some 
studies, however, have found a negative effect of active 
substance use at time of hospitalization on likelihood of 
attending outpatient treatment [87, 90].

VA mental health service settings
See Table  1 for care transition factors identified for VA 
mental health service settings.
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Environment/influence (external environment)
Care transitions can be challenging for rural veterans (geo-
graphical characteristics) who commonly utilize non-VA 
hospitals [91], as non-VA hospitals may be less familiar 
with linkages that meet veteran-specific needs and pref-
erences. Post-transition availability and access to needed 
resources and services (community capacity and avail-
ability) influence care transitions. Availability of post-
transition self-management resources often varies across 
communities [92], and when available, peer support can be 
a valuable resource [93]. Linkages to community resources 
can be useful for veterans who disengage from post-tran-
sition care [94]. Also in terms of service provision policy, 
policies regarding veterans’ military service-connected 
eligibility for receiving VA care affects which services are 
accessible to them [95]. Beyond individual communities 
within which VA care settings exist, nationwide focus on 
veteran suicide prevention has identified how transitions 
and recovery approaches support suicide prevention [96]. 
Additionally, high and increasing demand for mental 
health care makes improving access a central VA goal [97].

Environment/influence (systems of care)
For integration of multiple services within and across sec-
tors, challenges include continued practice of traditional 
(i.e., less recovery-focused) care [96] and inconsistent 
information transfer between settings [98]. Transition 
programs that focus on recovery are being tested and used 
[99, 100], and VA has endorsed an organization-wide 
change of mental health care to more explicitly reflect 
recovery values [93]. Furthermore, with regard to recov-
ery-oriented services, each of Freedom Commission’s 
recommendations, SAMHSA’s framework, and policy 
directives on such services urges the need for transitions 
that specifically support recovery [101]. As an organiza-
tion, VA has been focusing on creating and maintain-
ing a portfolio of diverse treatment modalities to meet 
the needs of veterans who transition between care set-
tings [102]. The coordination needed for care transitions 
and ongoing management largely utilize VA’s electronic 
health record, which is facing an imminent change to a 
new platform; this change’s implications for transition 
management are unclear [99].

Practitioners sometimes disagree whether increasing 
transitions increases admissions [103], especially when 
post-transition treatment cannot be arranged [104] due 
to limited accessibility of services. Moreover, different 
VA clinics handle transitions differently (e.g., continu-
ity of care, hospitalist environment) [105]. This variabil-
ity, which drives and is driven by varied organizational 
cultures, makes difficult widely applicable policies to 
incentivize appropriate transitions [106]. Coordina-
tion for transitions is further challenged for populations 

of veterans that interact with systems outside of health 
care. For instance, for justice-involved veterans, transi-
tion planning often requires medication coordination and 
records transfer across correctional and health care sys-
tems [107].

Population characteristics 
(predisposing characteristics‑provider)
Decisions and common practices (e.g., appropriate length 
of inpatient stay, criteria for discharge) vary widely across 
providers [99], possibly due to limited standardized 
training and knowledge  [98]. And perhaps as a related 
matter, use of measurement-based care approaches to 
inform transition-related care decisions is not yet com-
mon among providers [108]. Post-transition monitor-
ing requires both provider experience or expertise and 
resources [109]. These are challenging when needs differ 
across veterans (e.g., different disorders) [110]. Differ-
ences in provider attitude and beliefs may heighten these 
challenges, even though it is not uncommon for inter-
professional collaboration to be sought to coordinate and 
prepare veterans’ transitions [96].

Population characteristics 
(predisposing characteristics‑client/patient)
For functioning level and symptoms, comorbidities are 
prevalent [92], making transition planning challenging 
[99]. Awareness and knowledge of available resources 
and/or support (e.g., community-based resources, crisis 
intervention support) has long been found to be help-
ful for post-transition care [111]. The client landscape is 
undergoing change as there is an increasing number of 
younger veterans (age) from recent wars and an increas-
ing number of women veterans (gender) [103]. Also, with 
an estimated 37,000 veterans experiencing homelessness 
[112], the need is high for homelessness support follow-
ing transition [103]. Post-transition care is particularly 
challenging for homeless veterans, with whom it is dif-
ficult for the health care system to maintain consistent 
and frequent contact [113]. In addition, veterans who 
are involved in multiple systems of care through being 
dually both enrolled in the VA health care system and 
also receive non-VA medical care (e.g., through Medicare 
coverage) are deemed particularly at risk for care that is 
not well coordinated [114], and this poses challenges for 
when a care transition involves the additional dimension 
of transitioning across care system boundaries.

Health behavior (client/patient health practices)
Relative to the non-VA adult population, the veteran 
population is characterized by prevalent poor treatment 
engagement  [102]. Not too dissimilarly to other patient 
populations, medication adherence and compliance are 
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common challenges across care setting boundaries [94]. 
The subjective nature of reporting of symptoms and how 
symptom severity is reported [99] often makes care plan-
ning more difficult for this population than it already is, 
especially considering the prevalence of comorbidities 
as mentioned above (including prevalence of substance 
use disorders). Most notably, veterans’ expectations of 
treatment, including what care and associated timely 
transitions consist of, may not always be in line with the 
recovery-oriented approach that encourages change, and 
this can impact the veterans’ level of investment in put-
ting forth efforts to fully capitalize on their treatment 
and make notable and measurable improvements in their 
mental health [115].

Health behavior (use of health services)
The veteran population is characterized by higher relapse 
rates relative to the non-VA adult population [102]. Post-
traumatic stress disorder among the population con-
tinues to be an emphasis and prevalent condition that 
requires focused care [101]. Also, care decisions (e.g., for 
transitions between care settings) are at times impacted 
by consideration of potential aggressive behavior by the 
military-trained veteran population [116].

Discussion
Our understanding of mental health care transitions 
thus far has been informed mostly by either (i) general 
and high-level concepts or (ii) non-comparative context-
specific knowledge and perspectives. Through compara-
tive multiple case study design, we applied the Behavioral 
Health Service Use model to examine mental health care 
transitions, especially inpatient to outpatient transitions, 
across child, non-VA adult, and VA service system con-
texts and identify multilevel factors or considerations 
that shape their respective care transition practices (see 
Fig.  2). We characterized a series of distinct and com-
mon aspects of care transitions across three key mental 
health service system contexts (see Table  2). This ena-
bled explicit recommendations for the field on both 
strong practices and improvement opportunities, based 
on experiences and lessons that can be shared across the 
different systems. We also refer to the existing literature 
characterizing further mental healthcare transitions such 
as those from the child to adult system and initial path-
ways to care to help contextualize our findings and guide 
recommendations.

Environmental findings and implications
Our environment-level findings highlighted the impor-
tance of community capacity or availability and cross-
system or agency collaboration, which is consistent 
with broader literature noting the facilitative role of 

effective transition-focused communication, processes 
or procedures during the transition from child to adult 
care systems [21] as well as that highlighting the key 
role of broader system capacity and factors connect-
ing or linking multiple contexts in the implementa-
tion process [117, 118]. Fortunately, collaboration is 
encouraged through heightened national prioritization 
of integrated care and care coordination/navigation 
[119, 120]. There is also work highlighting or providing 
guidance on new or emerging methodologies as well 
as growing real-world case examples to inform future 
efforts that, in combination with national prioritiza-
tion, will greatly facilitate increased community capac-
ity and collaboration [121–123]. These findings have 
a number of implications for improving mental health 
care transitions. At the broader system or policy level, 
this may include the prioritization of improving com-
munity capacity and availability of resources and inter-
ventions within and across systems and developing or 
maintaining infrastructure to support communica-
tion and collaboration. This could include, for exam-
ple, requirements surrounding ongoing collaboration 
between sectors and/or organizations or the provi-
sion resources and funding focused on developing or 
expanding transition specific programs.

In addition to policy efforts, care organizations can 
take several important steps towards improving capac-
ity and collaboration. The creation of an organizational 
climate or culture engendered towards whole-person 
care may result in the actual delivery of whole-per-
son care [124–126]. This includes creation or pri-
oritization of care-coordination processes through 
embedding specified patient navigators or workflows 
designed to optimize inter and intra agency collabora-
tion. Consideration and development of communica-
tion infrastructure and processes are also key within 
and between organizations, including well-explicated 
processes for the transfer of medical record infor-
mation. For providers, engendering a practice with 
collaboration and open communication with other 
providers is a central component will significantly 
support the care transition process. Such processes 
and practices are considered relevant factors for pro-
moting interagency collaboration and successful care 
transitions [21, 120] and consistent with findings not-
ing the importance of a champion in the promotion of 
new care practices [127]. Finally, for clients, this may 
include a request for collaboration among treatment 
teams and organizations.

Population level findings and implications
Our findings pertaining to population and health 
behavior results also have key policy and practice 
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implications. Specifically, our findings surrounding 
importance of prior care experience or training, includ-
ing that pertaining to mental health care generally and 
that specific to care transitions, highlight the impor-
tance of prioritizing educational opportunities for pro-
viders, caregivers and individuals to optimize the care 
transition process. This is consistent with data noting 
the influence of prior care experiences and training in 
transition practices on other types of mental health care 
transitions [22, 29]. Across the system or policy and 
organizational levels, this could include prioritization or 

funding enabling continued provider education regard-
ing evidence-based care transitional practices and pro-
vision of educational outreach aimed at promoting 
knowledge and competency in mental health transi-
tions [128, 129]. For clients, education can be used to 
promote health practices that support well-being [130, 
131] and setting expectations regarding care transitions’ 
impact on health services use can help mitigate both 
patients’ and providers’ concerns surrounding transi-
tioning to lower-intensity levels of care [132].

Fig. 2  Model of mental health care transition determinants. This model builds of Anderson’s model of behavioral health service use populated with 
findings from the current comparative case study to build and understanding of key factors impacting mental health care transitions. Note: C = 
Children’s, A = Non-VA Adult; V = VA Adult

Table 2  Key factors and areas for further consideration identified

Environment KEY FACTORS:
  • Existing community capacity
  • Infrastructure to support cross system or agency communication and 
collaboration 
FOR FURTHER CONSIDERATION:
  • Care coordination processes across agencies or sectors
  • Variability between organizations or sectors
  • Emphasis on whole-person based care models

Population KEY FACTORS:
  • Provider training and experiences specific to mental health care transi-
tions
  • Client clinical presentation and complexity
FOR FURTHER CONSIDERATION
  • Caregiver experience and psychosocial factors
  • Additional provider factors known to impact care implementation
  • Societal identity

Health Behavior KEY FACTORS:
  • History of care engagement and use, including adherence or compli-
ance
• Expectations or readiness for care
  • Additional health behaviors (e.g., substance use)
FOR FURTHER CONSIDERATION:
  • Focused care
  • Report of symptoms and impact on broader care provision
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Our population-level findings also underscored the 
impact of client clinical complexity and the presence of 
co-occurring conditions on care transitions, mirror-
ing prior findings noting challenges in mental health 
care transitions for those with co-occurring or complex 
mental health needs [17, 133]. There are several consid-
erations relevant at the system and policy level. Specifi-
cally, reconsideration of current care provision policies, 
especially those specific to individuals with co-occurring 
conditions, may be needed to promote better care tran-
sitions for this population. For both care systems and 
organizations, prioritization and implementation of 
effective strategies targeting appropriate care transitions 
are needed. Fortunately, there is growing research delin-
eating appropriate strategies to provide individualized 
and tailored care transitions for those with complex clini-
cal profiles [133–135]. For providers or clients, efforts 
to increase awareness and/or collaboration with existing 
programs providing care transitions can be a great step 
forward towards improving care transitions for individu-
als with complex or co-occurring conditions.

Finally, our findings underscore the interconnected 
and bidirectional associations between the multilevel 
domains and subsumed characteristics (see Fig.  2). For 
example, the impact of prior care utilization and engage-
ment within the health domains on care transitions is 
intricately linked with broader population characteristics 
(e.g., client functioning, insurance) as well as the broader 
external environment factors (e.g., community capacity, 
siloed nature of care). This is consistent with the broader 
literature noting the multilevel and bidirectional fac-
tors impacting the services landscape [40]. In turn, this 
highlights the need and utility of considering multiple 
domains of influence in efforts to improve mental health 
care transitions.

Limitations
Our findings and recommendations outlined above should 
be considered with regards to three main limitations of this 
work that are worth noting. First, this work stems from 
our author team’s collective knowledge and experience of 
transitions across care types or levels such as inpatient to 
outpatient in the three different U.S.-based systems exam-
ined, and is thus based on a targeted but non-systematic 
review of the literature. It is therefore possible that there 
are examples of care transition-related efforts that have 
not been included in this examination, which could poten-
tially alter our results. However, we adhered to established 
strategies for multiple case study designs. For example, we 
applied sampling criterion to add to our purposeful sam-
pling strategy of maximum variation, which targets cases 
that, “despite having diverse variations, exhibit important 

common patterns that cut across variations” [38]. Relat-
edly and as briefly discussed above, it is also important to 
note that additional care transition factors likely exist but 
are not represented or disseminated in the academic lit-
erature. As such, there is a need for the field to be mindful 
of possible further associations and strongly recommend 
further examination and measurement of key factors iden-
tified as part of community or practice-based efforts sur-
rounding care transition.

Second, this work focuses on describing the com-
monalities and heterogeneities of three service system 
contexts, each of which can arguably be subdivided 
into finer categories of populations and systems that are 
worthy of examination and comparison to one another. 
Rather than considering this work to be not applicable 
to such different potential categorizations of existing 
mental health care populations and systems, we believe 
that this work can provide a framework by which future 
investigations of care transition factors can be con-
ducted for differently defined categories of mental health 
care populations and systems that take part in care 
transitions.

Third, this work did not characterize or compare the 
outcomes associated with the examined care transition 
factors. This was a deliberate design decision on our part 
to prevent our work from inappropriately under- or over-
stating the potential comparative effectiveness of care 
transition practices that were reported by our included 
examples, given the diverse populations and subpopula-
tions of concern across the different examples. Accord-
ingly, meaningful future research building on this work 
would be to conduct cross-system interventional inves-
tigations of novel care transition practices that both (i) 
account for common considerations and (ii) adjust for 
context-specific considerations that are recommended by 
this work.

Conclusions
Mental health care is increasingly viewed as an integral 
part of addressing whole-person needs, and this calls 
for transitions of mental health care to be carried out 
in a way that adequately accounts for individual needs, 
preferences, and characteristics. For the care transition 
factors related to environment/influence, population 
characteristics, and health behavior, this work accord-
ingly highlights the importance of (i) timely information 
sharing, (ii) enhanced care coordination and communi-
cation channels, (iii) continued provider/client educa-
tion, and (iv) appropriate tailoring of services regarding 
transitions between levels of care for mental health. 
Future research stemming from this work can focus on 
comparing this work’s U.S.-based findings to care transi-
tion considerations of other countries, tracking changes 
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in prevalent themes over time (e.g., aligned to changes 
in local/regional/national health care policies), and/
or conducting trials of transition across care levels or 
types interventions that examine the impact of enhanc-
ing usual care in one or more of the dimensions high-
lighted in this work. Resulting advances in knowledge 
and evidence regarding mental health care transitions 
will be relevant across diverse health care contexts that 
prioritize the delivery of high-quality care across differ-
ent settings.
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